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The prolapse formed a large ovoid projection about 6 in. in length; at the apex was an indurated scar; there was no ulceration. On passing the finger into the rectum it could be hooked downwards into the posterior part of the swelling. On palpating the anterior surface a mass could be felt, evidently the calculus, which was very tender, so that it was not possible to reduce the vagina without an ancesthetic. At the operation no difficulty was experienced in reducing the vagina, but owing to the gaping orifice, which readily admitted the fist, it tended to return and was kept in position by packing in a towel. I used a transverse curved incision above the pubis to avoid the abdominal scar of the hysterectomy. There was some little difficulty in extracting the stone owing to its size. The bladder was sutured around a tube. The drainage and irrigation of the bladder soon cured the cystitis, and the wound healed in a fortnight, when the second operation, that for the cure of the prolapse, was undertaken.
Drew: Complete Inversion of Vagina
It may be asked why a litholapaxy was not performed. I am not a believer in crushing when there is marked cystitis, as the condition is rendered so much worse.
Three methods of operation suggested themselves for the prolapse:-(1) Through the abdomen, by suspending the vagina by suturing to the abdominal wall.
(2) By excision of the whole of the vaginal wall and completely closing the orifice.
(3) By denuding an area on the anterior and posterior surfaces and suturing them together so as to form a median column after the method of Le Fort.
This third course appeared to promise the best result. A strip of mucous membrane 1J in. wide was removed from the anterior and posterior surfaces, beginning above on each side of the indurated scar at the vaginal apex, and extending downwards on the anterior surface to within i in. of the urethra; the denuded areas were sutured together.
After this had been done it was evident that it was not enough to cure the condition owing to the wide vulval orifice, so the operation wascompleted by a free colpoperineorrhaphy with suture of the levator ani muscles, the vaginal orifice being reduced to normal dimensions.
It is now almost a year since the operation and the result is most satisfactory; the space on each side of the broad median column just admits the finger.
A point on which I should be glad of information is whether a hysterectomy leaves a tendency to vaginal prolapse by removing the support afforded by the uterus and its connexions. So far as I am aware this is not the case; if I am right, it is additional evidence in favour of the view that the want of support below is the main factor in producing prolapse.
The PRESIDENT agreed that the operation for complete inversion of the vagina which Mr. Douglas Drew performed was the most effectual for the relief of the patient, but it was his practice when removing fibroids which filled the pelvis, or where there was marked vaginal prolapse associated with them, to fix the stump of the uterus, after supravaginal hysterectomy, to the abdominal wall at the time of the operation. This had proved satisfactory in preventing prolapse.
